INTRODUCTION
============

The incidence of retained placenta varies greatly around the world, affecting between 0.1 and 3.3% of vaginal deliveries depending on the population studied^[@R1]^. In spite of many developments in the field of obstetrics, retained placenta continues to be responsible for maternal deaths globally as it is associated with a high case fatality rate ^[@R2]^ . Retained placenta is defined as failure of delivery of the placenta 30 minutes after childbirth although some authorities accept a time limit of 60 minutes^[@R3]^. In Europe, manual removal of placentas are advised at anything between 20 minutes and over 1 hour into the third stage.^[@R4]^ The choice of timing is a balance between the post-partum haemorrhage risk of leaving the placenta *in situ*, the likelihood of spontaneous delivery and the knowledge from caesarean section studies that the manual removal itself causes haemorrhage^[@R5]^. In a study of over 12,000 births, Combs and Laros found that the risk of haemorrhage increased after 30 minutes^[@R6]^. The choice of timing for manual removal depends on the facilities available and the local risks associated with both post-partum haemorrhage (PPH) and manual removal of the placenta (MROP). In the United Kingdom, 30 minutes was suggested by the National Institute for Health and Clinical Excellence (NICE)^[@R7]^, whereas, the World Health Organization manual for child birth suggests 60 minutes^[@R8]^.

Retained placenta is potentially life-threatening especially in women of low social class who constitute a significant proportion of our population due to preexisting malnutrition, anaemia, home deliveries and lack of facilities. There is considerable variation in the retained placenta rate between countries. In less developed countries, it affects about 0.1% of deliveries while in more developed countries an incidence of 3% has been documented^[@R1]^.

Retained placenta is reported with a frequency of 1.1 -- 3.3 per cent of deliveries^[@R6]^. The overall risk of retained placenta in the general population has been estimated to be about 2.1 per cent^[@R13]^. And where this has occurred once before, the risk of repetition is said to be 2 to 4 times the risk of those patients without any such previous history^[@R13]^. However, there is also a regional variation in the risk associated with it, with the case fatality rate being inversely proportional to the incidence^[@R1]^.

Reasons for this difference in prevalence between the least and most developed countries relate to the differences in aetiological factors for a prolonged third stage^[@R1]^. Adelusi *et al*^[@R9]^ reported an incidence of 0.6 percent in Saudi Arabia while Chhabra and Madhuri^[@R14]^ reported 0.2 per cent in Maharashtra, India.

Of the several complications of the third stage of labour, retained placenta together with the often associated post-partum haemorrhage occupies a unique place^[@R11]^. Retained placenta has been shown to be the second major indication for blood transfusion in the third stage of labour after uterine atony^[@R12],[@R13]^.

Various studies have examined risk factors predisposing to retained placenta. In a series of 13,000 deliveries by Combs and Laros^[@R6]^ logistic regression identified nine factors that were independently associated with a third stage of over 30 minutes. The strongest was with gestational age, but high rates were also found in deliveries in a labour bed (rather than standing or squatting), pre-eclampsia, previous abortions extremes of parity or age, non-Asian race and midwifery deliveries^[@R6]^.

Similarly in a case-control study by Adelusi *et al*^[@R9]^ in Saudi Arabia, logistic regression analysis showed significant associations of retained placenta with multiparity, induced labour, small placenta, high blood loss, high pregnancy number, previous uterine injury and pre-term labour. These studies suggest that interventions common in the most developed countries (abortions, labour induction,) might be contributing to their high rates of retained placenta. It has also been suggested that uterine abnormalities might be an aetiological factor for retained placenta^[@R10]^, however, given the rarities of these abnormalities in the general population, (0.2%) it would seem unnecessary to investigate every woman with retained placenta for uterine abnormalities.

However, there is no consensus on the role of the various risk factors on the incidence of retained placenta. The frequency of retained placenta with its attendant sequelae of obstetric haemorrhage and infections may be reduced with anticipation of problems and active management of the third stage of labour.

OBJECTIVES
==========

1.  To determine the frequency of retained placenta at the University College Hospital Ibadan.

2.  To describe the socio-demographic characteristics of the patients and examine the risk factors predisposing to retained placenta.

MATERIALS AND METHODS
=====================

This is a descriptive study covering a period of 5 years from January 1^st^ 2002 to December 31^st^ 2006. All patients with retained placenta seen at the University College Hospital, Ibadan were included in the study. The case notes of such patients were retrieved from the Medical Records Department of the hospital and relevant data extracted from them. The derived data were analyzed using the EPI-INFO version 10 programme with results expressed as mean ± SD.

RESULTS
=======

During the study period, 4980 deliveries took place at the University College Hospital, Ibadan and 106 cases of retained placenta were managed making the incidence 2.13 per cent of all births.

Of the 106 patients with retained placenta; 90 (84.9%) case notes were available for analysis. The mean age was 29.37 ± 4.99 years with a range of 19--42 years. Table [1](#T1){ref-type="table"} shows the parity of the patients with first and second para accounting for 52 per cent of the patients with a mean parity of 1.75. 15 patients (17%) had tertiary education while Secondary and Primary education accounted for 40% and 43.3% respectively. Table [2](#T2){ref-type="table"} shows the occupation of the patients with traders constituting 54 per cent of the total study population.

Majority of the patient were unbooked for antenatal care in UCH. Booked patients accounted for 27.8 per cent of the cases. Yoruba's accounted for 84 per cent of the cases managed. The mean gestational age at delivery was 34.29 ± 6.02. Figure [1](#F1){ref-type="fig"} shows that preterm delivery (\<37 weeks) occurred in 51 patients accounting for 56.7 per cent of the cases.

Three patients presented to the hospital in shock of which 2 died on account of severe haemorrhagic shock. Fifty-eight patients (64.8%) presented with anaemia (packed cell volume less than 30 per cent) and 35 patients (38.8%) had blood transfusion ranging between 1-4 pints. 1 patient required hysterectomy on account of morbidly adherent placenta. Eighty-two patients had spontaneous vertex deliveries while 8 patients had assisted breech deliveries. Fifty-nine patients had spontaneous onset of labour while 14 had induction of labour and 7 patients had augmentation of labour. The mean duration of admission was 6.66 ± 3.93 days with a range of 2--17 days.

Figure [2](#F2){ref-type="fig"} shows that 11 patients (12.2%) had placenta retention in the past, 28 patients (31%) had a previous dilatation and curettage, 14 patients (15.5%) had previous caesarean sections and 47 patients (41.3%) had no known predisposing factors. Overall, 12 patients (13.3%) had partially separated placenta which could be removed with sedation only and in one patient; the placenta had already separated and was removed after starting an intravenous oxytocin infusion.

DISCUSSION
==========

Retained placenta remains a potentially life threatening condition because of the associated haemorrhage and infection that may develop as well as complications related to its removal. A frequency of 1.1--3.3% of deliveries has been reported in literature and this present study found an incidence of 2.13% in Ibadan.

The mean age at presentation was 29.37 ± 4.99 years; majority of the patients being first and second para with a preponderance of Yorubas a reflection of the geographical location of the hospital in the South West. The mean gestational age at delivery was 34.29 ± 6.02 weeks with preterm delivery accounting for 56.7% of the total deliveries. It has been shown that the preterm placenta covers a relatively larger uterine surface than the term placenta and as a result, expulsion of the preterm placenta may require more uterine work and time, predisposing to retention^[@R18]^.

Twenty-eight patients had a previous dilatation and curettage whilst fourteen patients had caesarean sections in the past. These procedures inadvertently cause injury facilitating the infiltration of the uterine muscles by the chorionic villi due to deficient or damaged endometrium at such site. Eleven patients had placenta retention in the past which carries a risk of repeat retention of about 2 to 4 times that of those without history of retained placenta^[@R11]^.

Grand multiparity, a risk factor implicated in retained placenta predisposes to increased abnormalities of placental implantation^[@R15]^. Fibrous tissue reduces the contractile power of the uterus and this may lead to uterine atony and therefore placental retention^[@R16]^. However, in this study, only 4 patients representing 4.4% of the study population were grandmultiparous. 38.8 percent of the study population required transfusion on account of anaemia which often complicates placenta retention. Case fatality has often been attributed to the admission of morbid patients; in this study, two patients died from severe haemorrhagic shock.

A retained placenta requires manual removal and often curettage with the patient under anaesthesia. These procedures increase the risk for maternal complications including uterine perforation, haemorrhage, infection and uterine synechia.^[@R17],[@R18]^ A properly conducted delivery with active management of the third stage of labour can reduce the incidence of retained placenta, and if retention occurs, timely appropriate measures can save life^[@R14]^.

CONCLUSION AND RECOMMENDATION
=============================

Retained placenta still remains a potentially life threatening condition in the tropics; due to the associated haemorrhage, infection as well as complications related to its removal. The risk factors for retained placenta include preterm delivery, previous history of placenta retention and uterine surgery.

The incidence and severity may be decreased by provision of infrastructures and improved social amenities, health education and women empowerment coupled with essential obstetric services by highly skilled health care providers in ensuring a properly conducted delivery with active management of the third stage of labour.

![Frequency distribution of gestational age at Delivery of Patients with retained placenta in Ibadan.](AIPM-7-21_F1){#F1}

![Frequency distribution of risk factors in patients with retained placenta in U.C.H., Ibadan.](AIPM-7-21_F2){#F2}

###### 

Parity distribution of patients with retained placenta in U.C.H, Ibadan

  PARITY      FREQUENCY   PERCENTAGE
  ----------- ----------- ------------
  0           24          26.67
  1 -- 2      47          52.22
  3 -- 4      15          16.66
  ≥5          4           4.44
  **Total**   **90**      **100**

###### 

Occupation of patients with retained placenta in U.C.H., Ibadan.

  OCCUPATION      FREQUENCY   PERCENTAGE
  --------------- ----------- ------------
  Trader          49          54.44
  House Wife      13          14.44
  Artisan         9           10.00
  Civil Servant   9           10.00
  Health Worker   2           2.22
  Others          8           8.88
  **Total**       **90**      **100**
